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WORLD MEDICAL ASSOCIATION 
TWELFTH GENERAL ASSEMBLY 


PRESIDENTIAL ADDRESS BY 
DR. CHARLES JACOBSEN 


The Twelfth General Assembly of the World Medical 
Association was held in Copenhagen, August 15-20, when 
a large number of delegates from the fifty-five member 
associations met in the House of Parliament, Kristiansborg 
Palace. We print below a slightly abridged version of the 
Presidential address and the address given by the Director- 
General of the National Health Service of Denmark. 


The Danish Medical Association celebrated its centenary 
last year. The liberal movement with the demand for 
political freedom which developed throughout Europe to- 
wards the middle of the last century resulted in the estab- 
lishment of the Basic Law in Denmark in 1849 with the 
introduction of a free constitution and democracy and the 
maintenance of a constitutional monarchy. This political 
event was undoubtedly of great significance for the in- 
auguration of the Danish Medical Association, as the liberal 
movement was in the ascendant, particularly in academic 
circles. In the proposals for inauguration the Danish 
medical profession was encouraged to unite “by mutual 
assistance to produce, develop, and maintain conditions 
under which the medical calling best can develop.” 

The most important task of every national medical asso- 
ciation is to obtain decisive influence upon the solution of 
the problems concerned with the health of the community, 
both general and individual. An essential condition to 
obtain this influence is that the national medical association 
be united and that the entire profession be united in one 
Organization. Progress of medical knowledge, particularly 
in recent years, has divided the profession into groups 
whose professional interests are not always identical. A 
. central organization is therefore absolutely essential. Such 
an organization must include not only those who practise 
Outside the hospitals, those who work in hospitals, young 
doctors during their training, but also research workers and 
doctors who work within public organizations such as public 
health administration and military organizations. Only on 
such a basis can the national medical association speak on 
behalf of the entire profession and exercise the necessary 
influence upon the organization of the health services, 
primarily in the interests of the patients. The Danish 
Medical Association, which includes practically the entire 
medical profession in Denmark on a voluntary basis, has 
achieved such an influence. Without the co-operation of 
the Danish Medical Association no important law or direc- 


tive concerning our health services can be carried out. The 
Danish Medical Association has an excellent and produc- 
tive co-operation with the Government and the local 
authorities, for whom it acts as an adviser on numerous 
occasions and with whom it has entered into voluntary 
agreements following negotiations. 


International Medical Unity 


In order that the World Medical Association can achieve 
the position and recognition necessary to fulfil its high aims 
at an international level the same factors must exist as for 
the national medical associations on a national level. The 
World Medical Association must include so many national 
medical associations that it is genuinely representative, and 
there must be unanimity concerning the general principles, 
despite the fact that there may be very great differences in 
the attitudes of the national medical associations towards 
many problems. We have good reason to assume, in 
advance, that the medical profession of the world can work 
together towards a common goal. Few or no professions 
have an education which is so uniform in its principles as 
the education of the medical profession. This education 
never ceases, because development is continuous. The 
practice of medicine is a lifelong study. For the medical 
practitioner more than for any other the work is based upon 
a personal relationship with his fellow men. If the work 
of the practitioner is to include not only medical science 
but medical art, he must get to know his fellow men, their 
environments, their sorrows and joys. Medical work is 
therefore a privilege. The relationship of mutual confid- 
ence between the doctor and his patients is unknown in 
many other realms. It is guided by ethics which have 
remained practically unchanged for 2,500 years, since the 
days of Hippocrates, and will remain as the basis for the 
practice of medicine for thousands of years to come. It may 
well be asked that if the medical professions cannot agree, 
then who can ? 

It is the right and the duty of the community to work 
for the maintenance of health and for the fight against 
disease, but it is also the right and the duty of the medical 
profession to exert a decisive influence upon this: a decisive 
influence upon the measures and ways “to assist all the 
peoples of the world to attain the highest possible level 
of health,” and a decisive influence upon the conditions 
under which the medical calling can best be developed. The 
organization of the health services and the position of the 
doctor in this system will differ in different parts of the 
world. Opinions on this subject held by doctors and social 
politicians will also be divided. Geographical, political, 
economic, cultural, and traditional conditions, naturally, 
influence this to a varying degree. Arrangements which 
may be suitable and satisfactory under given conditions in 
one country may be less satisfactory or entirely unsuitable 
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in another country with quite other conditions. Certain 
ideals must, however, be stressed everywhere: the confi- 
dential relationship between doctor and patient is based 
upon the professional secrecy of the medical profession, and 
the right of the patient to choose his doctor must be 
defended. The independence of education and research 
from unrelated factors must be maintained. 


750,000 Doctors 


Since the first General Assembly in Paris in September, 
1947, the World Medical Association has attained ever 
increasing recognition and prestige. Co-operation with a 
series of other international and significant organizations 
has been developed, and the influence of W.M.A. is of 
enormous significance to-day for 750,000 doctors in 55 
member countries. This position would. not have been 
achieved had it not been for a great number of prominent 
members of council and committees eminently led by our 
secretary general, Dr. Louis H. Bauer, who have carried 
out laborious work not least in collecting from and 
exchanging information with the member countries and over- 
coming resistance and misunderstandings frequently caused 
by the difficulty of finding definitions in a foreign language 
which completely cover the definitions in the original 
language. 

Socio-medical affairs have occupied a great part of the 
working programme of the council and general assemblies 
of W.M.A. since its inauguration, and this part of the 
W.M.A.’s work has been of concrete practical value to 
national medical associations. It is particularly important 
that W.M.A., by means of common meetings with and in 
expert committees with international organizations such as 
W.H.O., LL.O., and LS.S.A., should be able to express the 
opinions of the medical profession throughout the world. 
This is important, because these large international organ- 
izations inform and advise the governments of the individual 
countries. It is also of significance that W.M.A. gives 
support to the International Federation of Medical Student 
Associations—to the medical students who are thus prepar- 
ing themselves to carry on the work of the future. 

The founders of the Danish Medical Association resolved 
in 1857 “ to keep together, to keep on, and to show modera- 
tion ; therein must an association such as that of the medical 
profession seek its strength and therein lies its strength.” 
I see no reason why these words should not serve also as 
the motto for the activity of W.M.A. I hereby express my 
wish that the deliberations of the 12th Genera! Assembly 
may proceed in such a way that this General Assembly will 
support and further develop the significance of W.M.A. for 
the medical professions of the world. 


THE FAMILY DOCTOR AND THE 
HOSPITAL* 


BY 


JOHS. FRANDSEN, M.D. 
Director-General of the National Health Service of 
Denmark 


Technical progress is intervening in industrial life with 
such force that revolutionary changes are happening before 
our very eyes almost from day to day, with consequences 
which not only affect the processes of production themselves 
but alter both the life of the individual and the entire 
structure of society. The profession of medicine, too, 
draws upon the world of physics and chemistry for its great 
progress in treatment, diagnosis, and prevention. To a 
certain extent it is subjected to the same evolution, open to 
radical changes in the daily medical work as well as in 
the working and living conditions of the individual physician 

*The text of an address given at the opening session of the 
General Assembly of the World Medical Association on August 
16, at Copenhagen. 


and of the medical profession as a whole. It is justifiable 
to ask whether the condition for the complete utilization 
of the possibilities presented by physics and chemistry to 
the healing of the sick will be a constantly increasing 
centralization of that work, as in industrial life—a .move- 
ment away from individual effort to the methods and con- 
ditions of modern industry. 

Just over a generation ago it was really only surgery that 
needed hospitals with specially trained doctors. That is not 
so to-day. At a rapidly increasing rate in these last few 
decades specialization in our science and art has made 
demands on the hospitals for accommodation for other 
branches too—for all that technical apparatus which modern 
diagnostics and therapy need, and for a corresponding 
expansion of the specialist medical staff. 

Centralization in the hospitals of an ever-growing part of 
the practice of medicine is an outstanding feature of the 
developments we are witnessing to-day. 

Simultaneously, the costs of examination and treatment 
are rising. Only exceptionally, and only for well-to-do 
people, can modern medical treatment be met out of purely 
private means. Consequently, if the whole population is 
to be assured access to forms of treatment capable of 
utilizing all the modern adjuvants, that population must 
cope with the problem collectively. This is indeed recog- 
nized and implemented, or at any rate planned, in various 
countries, though perhaps on different scales. 


Political Implications 

Medical treatment is no longer a matter between doctor 
and patient alone. It is a social matter, whose problems 
are subjected to society's circumstances and stage of develop- 
ment, subjected, in other words, to various political ideas 
and ideals: a social matter of high priority everywhere in 
parliaments and governments. 

The question that arises then is this: How is the doctor 
placed in this new development, and how far can he him- 
self be allowed to influence it ? The course of development 
may take place in different directions and in accordance 
with different principles. Will it serve the national health 
best to carry centralization through to the uttermost, or to 
make a halt on the road and inquire whether we are not 
running the risk of changing the art of healing so vitally 
that present developments ought to be checked or, if 
possible, directed along other paths ? 

The World Health Organization stands as the dynamic 
expression of the present-day interest in, and recognition 
of, the all-important significance of health services in the 
life of the community. That being so, it must be of the 
greatest concern to listen to the discussions and the opinions 
that are voiced when government representatives of 85 
member States gather together. In conjunction with the 
Tenth Assembly in 1957, two days were set aside for dis- 
cussing “ The Role of the Hospital in the Public Health 
Programme.” The great majority of those who took part 
in that discussion stated the belief that the hospital ought 
to play the leading role in public health. To many of them 
the hospital, as the large health centre of both curative and 
preventive work, was the high ideal. The concept of “ the 
general practitioner’ was touched upon, of course, indeed 
with some respect, but nevertheless as a person who ought 
to be guided by the “superior” hospital doctors by means 
of an out-patient department whose domain may even com- 
prise home treatment: in short, the tendency was to greet 
centralization as the coming thing. I know that there are 
countries where, because of a shortage of both money and 
doctors, health centres are still the only means of providing 
the people with adequate medical attention ; and that there 
are countries which, sclely on account of their lack of 
doctors, are compelled to centralize much medical treatment 
in hospitals. But if the utmost concentration is not necessi- 
tated by such extraneous causes, all of which can be 
remedied with time, we should carefully weigh the import- 
ance and value of the two aspects of medical treatment— 
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domiciliary by the family doctor, and treatment in hospital 
—and try to arrive at the proper balance. 


Experience in Denmark 

My views on this subject of course are based mainly upon 
my experience in my own country. In Denmark we have 
one doctor to every 800 inhabitants. About half the doctors 
work in hospitals and scientific institutions ; the other half 
practise outside the hospitals, the great majority as general 
practitioners. About 75% of the population are beneficiary 
members of the government health insurance. Health 
insurance, which is voluntary, has been since 1892 under 
statutory public control and subsidized by the public. We 
have a local-government hospital system, established in 
1906, covering the whole country, and embodying the 
various special departments. Our health insurance covers 
all medical treatment in and out of hospital, so that 
pecuniary circumstances are never an obstacle to admission 
to hospital. which can be arranged only by a doctor. 

Large investments in new buildings, rebuilding of hos- 
pitals in recent years, and the constantly growing and 
efficient work at the hospitals have attracted widespread 
attention to them and consolidated the interest and under- 
standing of the great social value of hospital treatment. 
When we also consider that the great modern progress in 
medical science, with its conspicuous results, is always 
attributable to the work of the hospitals and their staffs, 
then we realize that extramural medical treatment has not 
given rise to so many problems and discussions—and per- 
haps has rather faded into the background. The time has 
come to draw attention to this in order to avoid a revalua- 
tion of the merits of the two aspects of medical treatment 
and a consequent disturbance of the present balance. How 
shall we maintain both elements in the treatment of the 
sick, in collaboration on an equal footing ? 


Decentralization 

We must realize that a doctor practising outside the hos- 
pital cannot, any more than the hospital doctor could, 
diagnose his case and carry out his treatment without access 
to the same technical aids as the hospital doctor. If we are 
to maintain independent treatment beth in hospital and out- 
side it, both hospital dector and general practitioner must 
have access te laboratories, etc., and to the assistance of 
their specialists. On the other hand, for economic reasons 
alone, it would not be feasible to have, so to say, two sets 
of technical adjuvants and two teams of specialists, one for 
general practitioners and one for the hospital. The technical 
examination departments of the hospitals must be made 
common to both sides, and we are hard at work on such a 
new arrangement. This means that we are not making an 
out-patient department but building a bridge over the hos- 
pital walls to connect the two equally valuable bodies of 
doctors. Along these lines we are trying to limit centraliza- 
tion of medical work to what is absolutely necessary, and 
to maintain the possibility of efficient treatment outside the 
hospitals. We are doing it not merely because it is impera- 
tive to keep hospital expenditure itself down so far as is right 
and proper, but—and this not least—because it will con- 
solidate the general practitioner's field of activity and his 
whole position. 

The general practitioner, the family doctor, who has not 
the same training in the various branches of medicine as the 
Specialists, but on the other hand has his own specialty in 
knowing the person behind the disease and all his circum- 
Stances, ought to be the fundamental element in the organ- 
ization of medical treatment, he being the one who is best 
qualified to advise the patient as to treatment and the extent 
of the assistance obtainable from specialists, in or outside 
the hospitals. 

But whatever may be decided in order to maintain the 
proper balance there remains the inevitable reality that part 
of the new-won territory in the domain of medical treatment 
has devolved upon the hospitals and the hospital doctors. 
The general practitioner's demain and the volume of his 
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work are being altered. Though this will not detract from 
his work in the treatment of the sick, these changes may 
nevertheless open the way for utilizing his knowledge and 
skills in other tasks, for there is work enough for doctors, 
even if, as I have said before, there is, as in the case of 
Denmark, one doctor to every 809 individuals. 

Besides working in the service of treating the sick, there is 
a large field open to medical men in preventive medicine. 
What I have in mind is solely the section of prevention that 
is devoted to health control, vaccination, etc., all exclusively 
the work of physicians. Here again we are up against the 
choice between centralized and decentralized medical work. 

Certain technical and economic advantages appear to be 
in favour of centralizing preveutive work to health officers 
and specialists. But, having considered these matters, we 
have chosen decentralization and have placed the greater 
part of the preventive work of medicine on the shoulders 
of general practitioners, the part that is inherently associated 
with the ordinary work of a doctor, vaccination and health 
control of expectant mothers as well as of children up to 
the school age, after which the school doctor watches over 
the health of the children. The general practitioner, the 
family doctor, is thereby placed as the central figure in the 
sickness-prevention and health-preservation work in medi- 
cine and forms the natural link between curative and 
preventive medicine. 


Conclusion 

Medical work nowadays has many facets. It proceeds 
at the sick bed, in the operating theatre, in the laboratory, 
in the x-ray department, and so on. The presence of the 
patient is not always necessary, and not everything requires 
the presence of the doctor. Specialization and the use of 
technical adjuvants necessitate a certain amount of central- 
ization and make the practice of medicine correspondingly 
difficult in its most original form: the meeting between 
doctor and patient, where one person is trying to help a 
fellow-being and in return receives his full confidence. It 
is that relationship of confidence which gives the doctor the 
feeling of security and the freedom to give of his best, and 
which is the indispensable foundation of all medical work. 
If we acknowledge that, then centralization must not be 
carried further than is absolutely necessary; whereas 
decentralization, the original form of the profession of 
medicine, must be strengthened. The family doctor with 
his many-sided work is so valuable a link in the organization 
of both treatment and prevention that he cannot be 
weakened, let alone removed, without great and lasting 
harm to the profession as well as to society. 

The medical profession has a fundamental right to be 
consulted when the lines for the future development of the 
health system are to be plotted, not so that he may be 
drawn reluctantly into a new era with its ideals and forms 
of social life, but in order to meet developments as they 
come, receive what is new, and help to mould it with the 
aid of the old but ever-young ideals which now, as before, 
should be retained as a reality for doctors and medical work 
—the ideals of the right and duty to help the sick and safe- 
guard the bonds of confidence between patient and doctor. 


HOSPITAL RESIDENTS’ ACCOMMODATION 


The Ministry of Health has circularized hospital boards 
and management committees asking them to take note of 
recommendations on standards of living accommodation for 
hospital resident junior medical staff submitted by Com- 
mittee B of the Medical Whitley Council. The recommend- 
ations are the outcome of the dissatisfaction expressed by 
residents in some hospitals at the type of accommodation 
and services provided. Committee B points out that the 
resident’s room is his temporary home and he should be 
able to relax and study in it. Furniture and fittings should 
be reasonable in quantity and quality and it is recommended 
that if a bed-sitting room is small “ consideration should be 
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given to providing a separate sitting room.” Where prac- 
ticable each room should have hot and cold running water. 
A telephone by the bed (with a bedside lamp) should be 
connected to the internal hospital telephone, and external 
telephones should be readily accessible. Attention is called 
to the need for adequate, varied, and attractively served and 
treshly prepared meals for those who, like resident medical 
staff, work long and irregular hours. There should be 
arrangements for making any complaints directly to the 
management committee or board. 


NEWS IN BRIEF 


PRIVATE PRactice BANNED. — The Czechoslovakian 
Government has decreed that, as from January 1, 1959, 
private practice by doctors and dentists must cease. A few 
professors, retired doctors, and invalid doctors already in 
practice will be allowed to continue private practice, but 
they will not be allowed to issue sickness certificates, nor 
will any treatment they advise or medicine they prescribe 
be paid for out of State health service funds. 


Correspondence 


Because of heavy pressure on our space, correspondents are 
asked to keep their letters short. 


Reorganization of General Practice 

Sik,—On all sides nowadays one hears complaints from 
general practitioners about the unsatisfactoriness of their 
lives as doctors under the National Health Service. Although 
not a few admit that the social aspects of the Service, both 
for the patient and for themselves, have much to commend 
them, it is impossible not to be impressed by the obvious 
sense of frustration that permeates the whole of their prac- 
tice. It is not easy to go to the root of this dissatisfaction 
in a few sentences, but the crux of the matter seems to be a 
feeling that they are no longer doctors practising an honour- 
able profession but simply office boys, whose main duties 
are those of filling in forms and of directing the patient into 
the proper hospital channels when necessary. Although I 
cannot, as a specialist, honestly or logically object to what 
is nowadays so horribly described as “ hospitalization,” I 
do object most strongly to the general practitioner being 
cut off from all normal contacts with the high standards of 
diagnosis, prognosis, and treatment that are inherent to the 
hospital system. 

What is the solution ? For I honestly believe that, unless 
something is done to remove this unsatisfactory state of 
affairs, things will go from bad to worse. Inevitably, I'm 
afraid, we shall have not only even more disgruntled general 
practitioners but in the long run less efficient practitioners 
as well For medicine is a practical science that simply 
cannot be practised in a vacuum, as it were, free from all 
proper clinical responsibility and continuity. Having thought 
about this problem for a very long time, I have decided to 
commit my ideas to paper. They are as follows. 


I feel that the time has come when there should be a very 
drastic reduction in general practice as we now know it. But let 
me say straight away that this does not mean that I favour any 
reduction in the numbers of general practitioners. My sugges- 
tions, I might add, are intended solely for our large urban areas, 
and in the outlying country districts some form of practice as it 
exists to-day must inevitably continue. | suggest that entirely new 
departments—general practice departments—should be added to 
our existing hospitals and be an integral part of all new ones. In 
these departments, doctors who decide to engage solely in general 
practice would provide the staff. Exact details of such a scheme 
would require, of course, a very great amount of thought and 
planning I can envisage, however, housemen, registrars, 
S.H.M.O.s, and specialists in the department of general practite 
Remuneration would, of course, vary with responsibility but 
would not be less attractive than it is at present and should keep 
pace with both the cost of living and the salaries of consultant 
physicians and surgeons 
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What would be the advantages cf such a new concept? First 
and foremost, the general practitioner would have complete clini- 
cal charge of his patients in his own sphere, helped and guided at 
all times by the more senior members of the general practice de- 
partment. Thus the old doctor-patient relationship would once 
again be fostered and there would be complete control of clinical 
continuity. But it would be clinical control with a difference, 
and, I venture to suggest, with a great improvement. Now the 
general practitioner would be, in fact, part of the hospital team 
He would have every possible hospital facility to encourage him 
to diagnose, prognose, and treat his patient; and for the first time 
since he was a houseman would have the complete backing of 
the hospital as a member of the staff and not as an outsider. In 
addition he would have proper facilities for time off, reading, 
and research. He would, furthermore, take his turn on the district 
rota, to visit patients who were too ill to travel to hospital or who 
could best be treated at home. Finally, he would have the added 
incentives of progressing further and further along the genera! 
practice side of the hospital, so that energy and ability would take 
him to the very top of his own specialty—general practice. 

Here, then, is the simple outline of a possible alternative 
to our present general-practitioner service, which would, 
I am sure, be welcomed by many of our discontented family 
doctors as offering a fuller and better form of practice than 
the one to which thé present: Service has doomed them. | 
should be interested to learn whether there are others that 
share my views.—I am, etc., 


D. G. Witson CLYNE. 


Rickmansworth 


Study for the D.P.H. 


Sir,—Dr. G. D. Rees’s letter (Supplement, August 23. 
p. 128) presents very well only one of the difficulties facing 
the aspirant to the D.P.H. qualification. The practitioner 
without private means and with family responsibilities can- 
not afford the full-time D.P.H. course, which is taken mainly 
by doctors subsidized by public bodies, and by bachelors 
This leaves him with the alternative of the part-time course, 
which involves two days’ study each week over five 
academic terms. Not all universities run a D.P.H. course 
Birmingham, for example, has not run a course for several 
years, despite the fact that it has an excellent department of 
social medicine and serves the massive Midland conurbation 
Some universities, such as Edinburgh and Glasgow, run only 
full-time courses. Those universities that do run part-time 
courses may suffer from lack of support because of a 
shortage of part-time public health work in the area. Even 
when part-time work is available, the rates of pay vary con- 
siderably. For instance, it may happen that there are two 
doctors identical in age, experience, and responsibilities 
working for different local authorities and taking the same 
D.P.H. course. The doctor working for local authority A 
receives seven-elevenths of the basic scale for assistant medi- 
cal officers, regardless of his previous position on the 
incremental scale ; the doctor working for local authority B 
receives seven-elevenths of his previous public health salary 

The surprising thing is not that there are so few candi- 
dates for the D.P.H. course but that, in view of the difficul- 
ties, there are so many. The remedy does not lie, however. 
in Dr. Rees’s suggestion that the D.P.H. examination should 
be open to anyone qualified for three years. Public health 
is a branch of medicine which, like all others, cannot be 
learned from books alone. There must be participation in 
it and repeated association with all others taking part in it 
The university course provides in some measure the last 
of these two conditions. To my mind, what is needed is a4 
closer association between medical officers of health and 
university departments of public health to provide more 
posts which can be occupied by D.P.H. students for the 
duration of the course. Needless to say, there should be 
uniformity in pay also.—-I am, etc.. 

Leeds, 11 ARNOLD SHAW. 


Representative Meetings 
Sir.—Arising out of the debate on A.I.D. on the last day 
of the Annual Representative Meeting at Birmingham, strong 
dissatisfaction has been expressed by several correspondents 
with the fact that from time to time an important subject 
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for debate at an Annual Representative Meeting is not 
reached until so late in the meeting that the subject has 
to be considered in an atmosphere of haste and in a meeting 
already depleted of membership by early departures, or that 
an important subject in some other way is debated at an 
unsuitable hour. Your correspondents either blame the 
Agenda Committee (Dr. H. G. Dowler, Supplement, July 26, 
p. 106), or suggest an earlier pruning of the time allowed 
for speeches (Mr. D. S. Pracy, p. 106), or advocate a form 
of grading in the importance of the various matters which 
are to be the subject of debate (Dr. J. E. Morrison, Supple- 
ment, August 9, p. 116). 

The Constitution Committee, composed of an equal 
number of members of Council and of non-Council members 
of the Representative Body of considerable experience, 
examined this matter very thoroughly in the 1956-7 session, 
and no fewer than 14 paragraphs of its report to Council 
and the Representative Body deal with this matter. The 
recommendations of the Constitution Committee sub- 


sequently adopted by the Representative Body have con-_ 


siderably enhanced the powers of the Agenda Committee ; 
attention was drawn by the Committee to the need for a 
strict adherence to standing orders in the conduct of business, 
and, further, the Agenda Committee has been given the 
power to give priority to matters of outstanding importance 
and to arrange for these matters to be debated at a specific 
time. Any extension of the powers of the Agenda Com- 
mittee beyond this, the Constitution Committee, after full 
debate, decided, could result only in the curtailment of the 
right of a Division to bring any matter which it thought 
important before the Representative Body, whether it had 
been previously debated or not. I do not believe the Repre- 
sentative Body would accept any such curtailment of the 
rights of individual Divisions. I believe, therefore, the sug- 
gestions of Dr. Morrison would be unacceptable to the 
Representative Body and that the suggestion of an automatic 
curtailment of speeches after a specified hour each day, if a 
certain stage had not by that time been reached in the 
Agenda, would be unfair to the movers of motions, possibly 
of considerable importance, which might come up for debate 
later in any such day. 

There is therefore no easy solution to the problem of 
securing proper time for the full and adequate debate of 
important subjects in as large a meeting as the Representative 
Body, meeting for four days only to consider 300-400 resolu- 
tions and amendments, although I am sure the Constitution 
Committee would be prepared to examine the matter afresh 
if it were so instructed by Council or the Representative 
Body. It may be that the new powers granted only last 
year to the Agenda Committee by the Representative Body 
were not as fully used by the Agenda Committee this year 
as they might have been, but, important as the subject of 
the profession’s attitude to A.L.D. is, it is perhaps a matter 
of opinion as to how high a priority the majority of the 
Representative Body would have given this subject in rela- 
tion to the many other important matters on the agenda. 

It is my personal view that, without some pruning of the 
size of the Representative Body (as outlined in the Constitu- 
tion Committee report and rejected by the Representative 
Body last year), the volume of debate will always in a four- 
day meeting result in some items of importance falling for 
consideration on the last and final day of the meeting, when 
time is getting short. It is also my personal view that there 
will never be a satisfactory attendance on the last day so 
long as it falls on a Monday and the whole A.R.M. is not 
contained within the same calendar week.—I am, etc., 


Shawford, Hants H. H. LANGSTON. 


Sik,—Having followed the debates on the fourth day of 
the A.R.M. and having read the correspondence in your 
columns, permit me to make a few comments. I deplore 
the tendency to dub sound arguments based on the medico- 
social aspects of A.I.D. as emotional. Dr. Doris Odlum, 
who spoke with such clarity. raised this bogy twice in the 
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course of a short speech (Supplement, July 26, p. 96). I 
am quite satisfied that in a discussion of this kind neither 
side has a monopoly of the emotions. Now, Sir, Dr. R. P. 
Liston suggests (Supplement, August 16, p. 121) that the 
Representative Body, being so easily aroused emotionally, 
is not a suitable body to discuss authoritatively a subject 
such as A.I.D. Such an argument could be advanced in 
favour of dispensing with the authority of the House of 
Commons, particularly when it discusses subjects such as 
education, capital punishment, corporal punishment, prosti- 
tution, and even old-age pensions. I submit, Sir, that the 
R.B. consisting of medical men—specialists, medical officers 
of health, and family doctors—is peculiarly well qualified 
to express an opinion on A.I.D. 

It is true that the debates on the fourth day of the 
A.R.M. were conducted with unseemly haste and without 
notice of motion on the question of giving evidence on two 
important and controversial matters, nevertheless the results 
are fairly clear. (1) Whatever evidence may be submitted 
to the Royal Commission on the vexed question of merit 
awards to general practitioners will be governed by an 
amendment carried by a substantial majority that “ there 
should be no ‘ merit awards’ in general practice of the type 
at present existing in the consultant services.” (2) Whatever 
medical evidence is submitted to Lord Faversham’s com- 
mittee on the medical aspects of A.I.D., the committee will 
be aware of the fact that the Representative Body of the 
British Medical Association, by a majority of 101 to 84, 
expressed “grave concern at the increasing practice of 
artificial insemination by donors.”—I am, etc., 


West Clandon, Surrey. C. P. WALLACE. 


Part-time Consultants 

Sir,—As member of Council for an area which possibly 
contains more part-time consultants than any other, I must, 
on their behalf, protest against the unjustified, fanciful, and 
unsupported allegations made about their work by two of 
our medical colleagues in the House of Commons in the 
debate on the N.H.S. on July 30. I refer to speeches made 
by Mr. John Cronin and Dr. Edith Summerskill (Hansard, 
July 30). I quote: “The opinion of well-informed circles 
is that the payment of a consultant by the session encourages 
him to keep his out-patients’ department fully occupied and 
his beds full * (Dr, Summerskill, col. 1483). “* Consultants 
are dependent for their remuneration on the number of 
patients they see, because the number of patients they see 
governs the number of sessions for which they are paid. The 
person who decides, to a large extent, how many patients 
attend a consultant's clinic is the consultant himself. He 
merely has to make his patients come more frequently and 
thus increase the numbers of his clinics. The consultant 
himself is the person who decides how many operations he 
does. No one would suggest that operations are done un- 
necessarily, but it must sometimes be difficult in borderline 
cases, of which there is a wide range, to decide whether 
one should do a large number of operations or not” (Mr. 
Cronin, col. 1476). I have the greatest admiration for our 
colleagues in the House, but to say these things is tanta- 
mount to saying that by writing unnecessary letters a Mem- 
ber of Parliament can keep his postbag full enough to 
justify his new “expenses allowance” to the Inland 
Revenue. Neither the one statement nor the other is sus- 
ceptible of proof. Both are absurd. I am sure that, on 
mature consideration, damaging statements of this kind 
should be retracted. To general practitioners like myself, 
who send the patients to the consultants, they are laughable 
and merely bring the utterers into ridicule. 

I keep wishing that a mechanism may be created whereby 
Members of Parliament could be informed of what actually 
happens. Their lamentable ignorance, particularly when 
they also happen to be colleagues, is a reflection on us.— 
I am, etc., 


London, W.C.1. J. L. McCaLtum. 
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Association Notices 


B.M.A. FILM COMPETITION, 1958 
FINAL REMINDER 


Intending competitors are reminded that the closing date 
for receipt of entry forms and films is September 30, 1958. 
Further details may be obtained from the Secretary, B.M.A 
House, Tavistock Square, London, W.C.1. 


PRIZE ESSAY COMPETITION FOR MEDICAL 
STUDENTS, 1959 

The Council of the British Medical Association is prepared 
to consider the award in 1959 of prizes to medical students 
for essays submitted in open competition. The subject of 
the essay is : “ The Playing Field is a better place than the 
Library for a Medical Student's spare time in the prepara- 
tion for his life’s work.” 

Prizes of £25 will normally be offered, but the Council will 
take into consideration the number and standard of the essays 
received when determining the awards to be made. Any medical 
student who is a registered member of a medical school in the 
United Kingdom, Commonwealth and Empire, or the Republic oi 
Ireland at the time of submission of the essay is eligible to compete 
for a prize. Previous prizewinners are eligible for a second award. 
If any question arises in reference to the eligibility of a candi- 
date or the admissibility of his or her essay, the decision of the 
Council of the British Medical Association shall be final. Should 
the Council decide that no essay entered is of sufficient merit, no 
award will be made. 

Essays must not exceed 5,000 words, and must be typewritten o1 
legibly written in the English language on foolscap paper, on one 
side only, must be unsigned, and must be accompanied by a note 
of the name and the medical school of the entrant. Notice of 
entry for this competition is necessary, and a form of application 
can be obtained from the undersigned. 

Essays must be forwarded so as to reach the Secretary of the 
British Medical Association not later than January 31, 1959. 
Inquiries relative to the competition should be addressed to the 
Secretary, British Medical Association, B.M.A. House, Tavistock 
Square, London, W.C.1. A. MACRAE. 


Secretary. 


Diary of Central Meetings 


SEPTEMBER 


12 Fri Central Consultants and Specialists Executive, 
« p.m, 

17 Wed Alternative Service Subcommittee, G.M.S. Com- 
mittee, 2 p.m. 

18 Thurs. G.M.S,. Committee, 10.30 a.m. 

18 Thurs. Medical Members of the Editorial Subcommittee. 
Joint Formulary Committee, 11 a.m. 

18 Thurs. Charities Committee, 11.30 a.m. 

24 Wed Tuberculosis and Diseases of the Chest Group 
Committee, 2 p.m. 

25 Thurs. Grants Subcommittee, Organization Committee. 
Il a.m. 

25 Thurs. Organization Committee, 2 p.m. 

26 «~*Fri Overseas Committee, 2 p.m. 

26 «#F ri Staff Side, Committee C, Medical Whitley Council, 
2 p.m 

26 «Fri. Staff Side. Committee C, Medical Whitley Council 
and Public Health Committee, joint meeting, 
2.30 p.m., followed by meeting of Public Health 
Committee. 

OCTOBER 

1 Wed. Private Practitioners Subcommittee, Private Prac- 
tice Committee, 2.30 p.m. 

1 Wed. Film Committee, 4.30 p.m. 

2 Thurs. Editorial Subcommittee, Joint Formulary Com- 
mittee, 11 a.m 

8 Wed. Occupational Health Committee, 10.30 a.m. 

16 Thurs. G.M.S. Committee, 10.30 a.m, 


Branch and Division Meetings to be Held 


BURNLEY Diviston.—At Sparrow Hawk Hotel, Burnley, Friday, 
September 12, 8.30 p.m., meeting and hot-pot supper. : 

STRATFORD Diviston.—At Board Room, Queen Mary's Hos- 
pital, Stratford, E., Tuesday, September 9, 9 p.m., general meeting. 


The annual general meeting of the Welsh Region of the 


S.H.M.O.s Group will be held at B.M.A, House, 195, Newport 
Road, Cardiff, on Sunday, September 14, at 2.30 p.m. 
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Meetings of Branches and Divisions 


BIRMINGHAM DIVisIOoN 


The following officers have been elected : 

Chairman.—Dr. E. Bulmer. 

Vice-chairman.—Dr. H. M. Cohen. 

Joint Honorary Secretaries.—Drs. D. F. Heath and J. K. H. 
McCullough. 

Honorary Treasurer—Dr. D. F. Heath. 


BisHoP AUCKLAND DIVISION 
The following officers have been elected: 
Chairman.—Dr. F. Robertson. 
Vice-chairman.—Dr. J. Clark. 
Honorary Secretary and Treasurer.—Dr. F. Lishman. 


Doncaster DIVISION 


The following officers have been elected : 
Chairman.—Dr. R. W. L. Ward. 
Vice-chairman.—Mr,. C. F. Eminson. 
Honorary Secretary.—Dr. G. R. Outwin. 
Honorary Treasurer.—Mr. L. D. Callander. 


East Somerset Division 


The following officers have been elected : 
Chairman.—Dr. M. C. O'Connor. 
Vice-chairman.—Dr. W. H. Hylton. 

Honorary Secretary and Treasurer.—Dr. A. B. Kettle. 


METROPOLITAN COUNTIES BRANCH 


At the annual general meeting on June 10 the following officers 
were elected : 

President.—Dr. Annis Gillie. 

President-elect—Mr. A. Dickson Wright. 

Vice-presidents.—Dr. A. French, Dr. F. Gray, Dr. A. Macrae, 
Dr. L. J. Stoll. 

Honorary Secretaries.—Dr. J. Wiseman, Dr. J. W. Wigg. 


MIDLAND BRANCH 


The following officers have been elected : 

President.—Dr. F. E. Gould. 

President-elect. —Mr, H. Carson. 

Honorary Secretaries.—Dr. A. F. Upton and Mr. A. Gourevitch. 
Honorary Treasurer.—Dr. Mary B. Stone. 


MONMOUTHSHIRE DIVISION 


The following officers were elected at the annual general 
meeting : 
Chairman.—Dr. F. W. Robertson, 
Chairman-elect.—Dr. I. Mazin. 
Honorary Secretaries.—Dr. J. C. H. Bird and Dr. S. Rosehill. 
Honorary Treasurer.—Mr. D. B. Sutton. 


Norru-east ULsTer Division 

At the annual meeting on June 22 the following officers were 
elected : 

Chairman.—Dr. J. Reid. 

Vice-chairman.—Dr. R. J. Kernohan. 

Joint Honorary Secretaries.—Drs. C. W. Burns and T. P. McB, 
Kelly. 

Dr. S. M. Bolton. 


Honorary Treasurer. 


NOTTINGHAMSHIRE BRANCH 
The following officers have been elected : 
President.—Dr. G. M..Woddis 
President-elect—Dr. G. M. T. Tate. 
Joint Honorary Secretaries and Treasurer.—Mr. J. P. Jackson 
and Dr. R. E. Frears. 


SouTH AUSTRALIAN BRANCH 
At the annual general meeting on June 25 the following officers 
were elected: 
President.—Dr. C. C. Jungfer. 
Vice-president.—Dr. G. T. Gibson. 
Honorary Treasurer.—Dr. J. M. Dwyer. 


SrockTon DIVISION 
The following officers have been elected : 
Chairman.—Dr. T. E. Moody. 
Vice-chairman—Dr. Edith Armitage. 
Honorary Secretary and Treasurer. 


-Dr. A. M. Brown. 


TEES-SIDE BRANCH 
The following officers have been elected: 
President.—Dr. R. W. P. Jackson. 
Vice-presidents.—Drs. A. Morrison and H. J. Peters. 
President-elect—Dr. J. S. Bow. 
Honorary Secretary and Treasurer.—Dr. J. G. Warnock 
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